Introduction
Calcification or ossification is observed at a rate of 0.8 to 10% in patients with chronic subdural hematoma (CSDH). 1, 2 Until recently, less than 100 cases of calcified or ossified CSDH have been published in the English literature. Herein, we present such a case in which tension pneumocephalus developed following microsurgical excision of the ossified lesion involving the right frontotemporoparietal region.
Case Report
A 59-year-old male patient presented with the epileptic seizures interpreted as episodic syncope that had been persisting for 3 years, once or twice in a year. The patient had a history of head injury about 4 years ago. Neurological examination was normal with exception of left hemihypoesthesia. A preoperative computed tomography (CT) scan demonstrated a large mixed-density CSDH lesion bordered by a hyperdense rim in the right frontotemporoparietal region, causing displacement of the right lateral ventricle (►Fig. 1A). During the surgical procedure, a right frontotemporoparietal craniotomy was done and the dura mater with ossified hard external capsule was opened following lifting the bone (►Fig. 1B). After the fluid was completely drained, the ossified internal capsule of CSDH surrounding the cerebral cortex, which had the appearance of an eggshell, was exposed and excised by a careful dissection from the arachnoid mater using microsurgical techniques (►Fig. 1C). Pathology suggested the diagnosis of ossified CSDH. On postoperative third day, the patient developed weakness in right arm and drowsiness; magnetic resonance imaging revealed complete removal of the hematoma, but there was tension pneumocephalus in both frontal regions with significant mass effect, called Mount Fuji sign in CT scan (►Fig. 1D, E). Therefore, a right frontal burr hole trepanation was immediately performed and tension pneumocephalus treated successfully. A repeat CT scan at 30 days showed disappearance of the mass and pressure effect (►Fig. 1F).
Discussion
Although the mechanism of its development is unclear, it has been suggested that development of an ossified CSDH generally takes a few years. 1,2 Clinically, headache and seizure are the most frequent symptoms, but the majority of the cases are asymptomatic. In clinical practice, surgical excision of the calcification is not routinely performed in asymptomatic and old patients, because of the risk of damaging the underlying cortex and they are followed up. Computed tomography revealed an ossified chronic subdural hematoma involving the right frontotemporoparietal region, which was totally resected using microsurgical technique. Postoperatively, weakness developed in right arm and magnetic resonance imaging revealed a bilateral tension pneumocephalus, which was immediately treated by a left frontal burr hole trepanation, and the patient was discharged uneventfully.
peaking sign as intracranial subdural air collections causing bilateral compression of the frontal lobes, is an uncommon and life-threatening neurological condition. 3, 4 The incidence of tension pneumocephalus developing after the evacuation of a CSDH ranged 0 to 16%, and it may be fatal owing to brain herniation if tension pneumocephalus is not diagnosed early and treated properly via decompression of the cranial cavity by a burr hole or needle aspiration. 3, 4 To prevent the development of pneumocephalus after surgery for calcified or ossified CSDH, it is useful to avoid the following contributing factors: meningeal defect, hydrocephalus, nitrous oxide anesthesia, osmotherapy, hyperventilation, and infections. 4 This case highlights the importance of considering tension pneumocephalus as a serious postoperative complication in patients with calcified or ossified CSDHs. To the best of our knowledge, a similar case of CSDH complicated with postoperative tension pneumocephalus, called Mount Fuji sign in CT scan as an indicator of a neurosurgical emergency has not been reported in the literature to date. 
